CASE PRESENTATION
On September 29, 1996, a 47-year-old woman of Indian descent was seen in a local clinic following a 24 h history of fever, chills and myalgias. A malaria smear was requested although there had not been any history of travel to a malaria endemic region in the previous nine years. Several days later, her family physician received the results of the malaria smear that indicated 0.2% parasitemia with P vivax. A careful history was repeated and again revealed no travel to any area with known malaria transmission. Smears and blood from September 29, 1996 were obtained for review, and P vivax was confirmed by reference microscopy and by polymerase chain reaction (PCR)-based methods (2, 3) . The patient's symptoms apparently resolved spontaneously without a history of the use of specific anti-malarial therapy. Thick and thin smears, and PCR were repeated on October 29 and were negative. Physical examination on October 29 was unremarkable. Potential explanations for spontaneous resolution of infection include undisclosed treatment with an antimalarial or antimicrobial agent, or clearance secondary to an anamnestic immune response from previous episodes of malaria.
The patient was born in the Punjab, India and emigrated to 
DISCUSSION
There are several potential explanations for this case of malaria in a nontransmission area. These include transmission via local anopheline vectors, transmission via anopheles imported by aircraft (airport malaria) or a relapse secondary to hypnozoites from vivax malaria acquired in 1987 or earlier.
Local transmission of malaria has been reported in the United States, with P vivax accounting for 80% of cases (4). Local outbreaks of malaria have been identified in both rural and urban settings in California, Florida, New Jersey, New York, Texas and Michigan (1, 4) . The basic requirement for local transmissions include persons with malaria gametocytes in their blood, competent vectors and weather conditions conducive to the survival of mosquitoes and parasite maturation. The suburb in which the patient lives has a large East Asian population that originally emigrated from the Indian subcontinent. There were 744 cases of malaria reported in Canada in 1996, representing a 73% increase from 1994. The majority of these cases occurred in the greater Toronto and Vancouver areas (LCDC, Ottawa, Canada). Recent immigrants or travellers from malarious areas returning to the same neighbourhood as the patient may have been sources of P vivax gametocytes. Furthermore, Anopheles quadrimaculatus, a competent vector for P vivax, is native to southern Ontario (5) . Finally, the warm and extremely humid conditions persisting into September 1996 may have facilitated mosquito survival and malaria transmission.
The possibility of airport malaria is less likely given that the distance from the patient's home to the airport exceeded the 2 to 3 km flight range of anopheles (6) and rarity of non-stop flights from malaria-endemic regions to Toronto. An alternative explanation for this case could be the relapse of dormant hypnozoite stages of P vivax from the liver into the blood, giving rise to symptomatic infection. However, these relapse forms would have to have been from an infection acquired at least nine years earlier while the patient was visiting India. This is an interesting and important possibility with potential implications for both malaria recognition in nonendemic areas and malaria control in malaria-endemic regions. However, this is perhaps a less likely scenario given that this case would exceed the longest previously reported vivax relapse (five years) by four years (7) . Therefore, we consider local transmission of malaria the most plausible explanation for this case.
Although most malaria cases in Canada are travel-related, sporadic cases in the absence of risk factors may occur. It is possible that local malaria transmission may occur in communities with new immigrant populations from malaria-endemic areas and where sufficient densities of anopheles mosquitoes exist during summer months. This case demonstrates the importance of considering malaria in the differential diagnosis of fever of unknown origin, even in the absence of a history of recent travel to a malaria-endemic area.
